Following the Griffiths reorganization of the NHS in 1983, I argued that practising doctors could not easily involve themselves in deciding both quality and cost of patient care. Indeed I even suggested that to do so would actually engineer moral dilemmas'. On the following page in the Lancet appeared an article written by Polly Toynbee". In this she argued 'Unless the needs and wishes of patients are catered for soon, I fear that many [the patients l will start voting with their feet and leave [the NHS]'. By coincidence therefore, juxtaposed were the two elements of the Government's new initiative on health care, Management and Consumerism. The gut reaction of many of my colleagues to my article was very definitely 'well if doctors cannot decide priorities ... what chance has the layman?' Thus at that stage there was a guarded welcoming by clinicians for the opportunity to become involved in management decisions, rather than leaving them to administrators. Indeed as far as I am aware, such an involvement is still BMA policy. The inconsistency now arises that on the one hand certainly some hospital consultants pursue the Griffiths line whilst on the other hand the general practice arm of the BMA are pleading my cause, namely 'we cannot determine at the same time what is best for our patients and what is most cost effective for the Government'. In individual cases cost or benefit has to become the prior decision", However, despite their interest in the cost effectiveness of their specialties the consultants too have found problems. Besides the obvious one which is the total misuse of their time which could best make use of their clinical and scientific skills, there is the Hospital Administrators Paradox", The paradox concerns cost and efficiency. Given a fixed budget, one would expect that an improvement n efficiency (eg more rapid turnover of patients, as in day surgery) would decrease costs and improve patient care. In fact paradoxically the improvement in turnover increases total costs and brings administrative disapprobation on the clinician; there is a disincentive for efficiency. The Government initiative does two contrasting things therefore, it antagonizes the general practitioners but actually solves the Paradox. Starting with the latter by introducing the principle (as with hernias, varicose veins, cataracts and hips) that 'the money follows the patient', it is clear that increased efficiency will be rewarded. More patients will be treated, units which achieve this will presumably be rewarded by improved working conditions, pay etc. In the best possible way the White Paper produces a logical system which might well produce more health if more money is put into it. We are now left with the general practitioners and it is clear that in this respect the Government has misjudged the issue badly. For a long time general practice has been developing (again paradoxically) into a specialty. A remarkable percentage (80%)of disease is self-limiting or too severe for even the most modern medicine to influence. To meet this need, since 1948 the training of GPs has lengthened from 5 to 10 years, the medical school curricula become more concentrated and the examinations more exacting to pass. To what end?
Have disease profiles changed that much? I think not. We therefore now have a large group of highly intelligent GPs selected by academic attainment and trained (by the BMA and RCGP) as free independent operators. Here is the rub. No Government of whatever shade could easily take on such a powerful body and not expect a reaction. In order to achieve its present goals the Government is attempting to lay down strict guidelines (in philosophical terms these are equivalent to the rule of Rule-Utilitarianism) and force previously independent operators, with their tradition of clinical freedom, into obeying them. . Thus the Government is producing a logical mfrastructure which theoretically produces more health when more money is put in: however from the staffing viewpoint it will have the wrong kind of doctors working within it. There are too many highly trained chiefs and no indians. In the short term the Government now has to negotiate (by compromise) a holding position whilst the actual medical profession itself is restructured. The holding position might be the introduction of more rules under which individual GPs have their independence gradually curtailed. As with generic prescriptions, certain other limits could be centrally imposed which concentrate the general practitioners' minds on the quality of care given to the 80% of patients with trivial disease. Thus for instance immunization targets would be rewarded, rights to complicated outpatient investigations curtailed. The job satisfaction and status of GPs naturally would be eroded with a probable reciprocal increase in popularity for hospital specialists.
In the long term and this is why I refer to Lord Herder? what is required of the medical educational system is a training more relevant to the proposed new system: in other words we need to train 'horses for courses'. There are indeed medical schools in Great Britain which now apparently do try to balance their student intake with a mixture of 'high flyers' and 'generalists'. Even so, given the postgraduate demands of government and Royal Colleges, the basic training of such students still requires in the order of 10 years to complete. My own solution (the Stem Doctor) is a radi~al alternative and one which could eventually provide the key to the mismatch that the Government has run into", Ironically of course it is the same kind of mismatch over which Bevan compromised 40 years ago. Horder characterized as a villain in socialist mythology recognized the problem and offered a similar solution.
'Think ... if you could not simplify medical care in the patient's interest and in the interest of the nation, simplification would spell less expense, and this is clearly the bogey frightening the public and encouraging the politician to interfere. Would not a big part of the answer to the problem lie in a return to clinical medicine with supplementary pathological and radiological data in selected cases? I wonder.'
It seems unreasonable to ask general practitioners trained for an old system to work in a new system for which financially they are undertrained and medically overtrained. It is highly likely that the present social engineering being undertaken by the Tories will end up as a new series of ad hoc rules of the kind devised by Bevan. Such compromises buy time but seldom (in the long term) produce solutions. The The Royal Society of Medicine broader view advocated by Horder must surely be best. The greenhouse effect and human population
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It is generally agreed that the mean temperature at the surface of the Earth has risen perhaps by 0.5°C over the last hundred years. This seemingly small increase is sufficient, we are told by climatologists, to produce noticeable climatic change. We are further assured that an additional increase in temperature of a few degrees would produce profound changes and that these could be catastrophic in some countries. All of this seems to be agreed; what is not agreed is how this global warming has occurred. The best publicized theory is that it arises from an increase in the atmospheric content of carbon dioxide due to industrial activity. Carbon dioxide absorbs strongly in the infrared region and an increase in atmospheric content would increase the mean temperature of the atmosphere and hence, indirectly, increase the temperature of the surface of the planet. It might be thought that photosynthetic organisms (higher plants, plankton etc.) would mop up excess carbon dioxide since the ecosystem involving organisms that produce carbon dioxide and those that consume it must be long established and, indeed, must have evolved not long after (in geological terms) the evolution of life itself. It is, however, possible that the emission oflarge quantities of carbon dioxide into the atmosphere may have shifted the ecosystem to a new steady state with consequent climatic changes. One thing is clear; to wait until it is certain that global warming is due to carbon dioxide emission may be to wait until it is too late to do anything about it. The total production of carbon dioxide due to combustion of coal, oil, gas and from oil flaring and cement manufacture has been estimated to be 5.65 x 10 9 tonnes in 1987. This is a large increasefrom the estimate for 1950 (1.64 x 10 9 tonnes) but is not much changed from 1977 (5.06x10 9 tonnesr It may be that the present unease about global warming will lead to a more efficient use of fossil fuels and to the use of methods of generating electricity which do not involve e~ission of carbon dioxide (eg nuclear power, tide or wmd power etc.). If this proves to be the case then the total emission of carbon dioxide from industrial activity may not increase much further and may actually fall. . What appears, however, not to have been appreciated IS that a large amount of carbon dioxide is produced simply by people breathing. A simple calculation gives the lowest possible value. Taking the tidal volume as 0.5litres, the rate of respiration as 12 per min and the percentage of carbon dioxide in expired air as 4%, then the amount of carbon dioxide produced by each human is 0.5x12x60x24x365xO.04==130 000 litres/year. Remembering that 22.4 litres of carbon dioxide contains 44 g (the molar mass) this means approximately 260000 g/year. Taking the human population as 6x 10 9 , this gives a total production of 1.56 x 10 9 tonnes. This is certainly an underestimate since the values used for the tidal volume and respiration rate are those appropriate for rest. The true figure is certainly greater and may be nearly twice as much. It is, of course, true that all animals and many microorganisms also produce carbon dioxide but it is difficult to estimate the amount. What can be said is that the biological production of carbon dioxide cannot be very different in amount from that produced by all other activities.
What is alarming in this context is that the human population is increasing rapidly. It is estimated that this will reach 8 x 19 9 sometime early in the next century and there is no prediction that it will cease to rise. The increase is not uniform; in two of the major population blocks, the USA and Europe, the population is either stationary or rising only very slowly. In other countries, however, the situation is very different. For example, in 1951, the population of Mexico was 28 million; it is now 86 million. The population of Africa is estimated to be about 500 million but predicted to triple within the next hundred years in spite of drought, famine and war (unless an AIDS epidemic intervenes).
All of this means that as well as limiting the industrial production of carbon dioxide we must also limit the growth of the human population. This can only be done by massive contraceptive education in those countries with a large population increase and positive incentives to practice contraception (however unpopular this may be in some quarters). Unless this is done and if global warming is due to an increase in atmospheric carbon dioxide our descendants may well face catastrophe in the not too distant future.
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